importantly by evidence of rabies specific neutralizing antibodies in CSF. The presence of RVNA in CSF is considered diagnostic of rabies regardless of immunization status. Moreover, the significant increase in RVNA titres in CSF, incompatible with vaccination alone, confirmed the diagnosis of rabies encephalitis. An inverse correlation between RVNA titres and the detection of viral RNA has been reported, [1] which can explain the absence of rabies antigen and viral RNA in this patient.
Expanding human population and encroachment of forests and wildlife habitat can increase the opportunities for human-wild-animal encounters. Exposure to wild animals is not very uncommon in India; however, rabies acquired through such exposures is often underreported, owing to the majority of cases being attributed to rabid dog bites. Only a few case reports of human rabies following a mongoose bite have been reported from India, [2, 3] while mongoose bites accounted for <1% of human rabies in a case series from Delhi. [4] Despite prompt and adequate vaccination, the patient was not administered RIG, crucial in category III exposures. This lapse may have resulted in her acquiring the disease. All exposures to wild animals are classified as WHO category III exposures and necessitate administration of both active (vaccination) and passive (RIG) immunization, in addition to immediate washing and flushing of all bite wounds and scratches. [5] The recently initiated National Rabies Control Programme in India should focus on increasing awareness amongst health care providers on appropriate post-exposure prophylaxis to prevent rabies.
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Dear Editor,
We report a case of human rabies following mongoose bite, highlighting the atypical clinical manifestations, diagnostic challenges, the role of laboratory confirmation and the need for increased awareness about appropriate post-exposure prophylaxis following exposure to wild animals.
A 45-year-old female presented with fever of 1-week duration associated with a headache, dizziness and hearing loss and altered sensorium 1-day prior to admission. She had a history of mongoose bite on the toes of her right leg 1-month before presentation and had received 4 doses of a cell culture rabies vaccine by intradermal route (2 sites, 0.1 ml each) on days 0 (the day of the bite), 3, 7, and 28. Rabies immunoglobulin (RIG) was not administered. On examination, the patient was drowsy, arousable to pain with a Glasgow coma scale of 9 (E2V3M4). The patient had aerophobia and neck stiffness, and cerebellar signs were positive. Patient also had hearing loss and nasal regurgitation. Magnetic resonance imaging brain done 3 weeks after admission showed features consistent with encephalitis.
Corneal impression smears and nuchal skin biopsy samples were negative for rabies viral antigen by a fluorescent antibody test. Cerebrospinal fluid (CSF) and saliva were negative for rabies viral RNA by real-time polymerase chain reaction. [1] However, the rabies virus neutralising antibody (RVNA) titre by rapid fluorescent focus inhibition test (RFFIT) in CSF was 2048. CSF RVNA titre by RFFIT repeated after 2 weeks was >16,384 (end-point not determined) and confirmed the diagnosis of rabies encephalitis. The patient eventually became comatose and inspite of intensive care, developed cardiac arrest and expired 1-month after hospital admission.
Rabies poses a diagnostic dilemma, especially when the presentation is atypical. Antemortem laboratory confirmation is essential for patient management, for initiating appropriate infection control measures and to administer prophylactic vaccination to close contacts of the patient based on risk assessment.
Onychomycosis of toenails caused by Syncephalastrum racemosum: A rare non-dermatophyte mould
Dear Editor, Apropos, an informative report -'A rare case of subcutaneous mucormycosis due to Syncephalastrum racemosum: Case report and review of literature' which was published in the fourth issue of 2014 of your journal, [1] we wish to submit a case report of onychomycosis caused by this uncommon but ubiquitous saprophytic fungus of low human pathogenicity. Only a few cases of onychomycosis caused by S. racemosum have been documented so far. [2, 3] A 48-year-old male, construction worker, presented to skin OPD with discoloured and thickened nails of great toes of both the feet and of the second toenail of the right foot of 8 months duration. He gave the history of trauma to right toenail at the work site, following which yellowish discolouration and thickening of nails of great toes of both the feet and subsequently of the second toenail of right foot were developed. He had a medical history of bronchial asthma for which he was taking corticosteroids on and off for the last 4 years. He was not diabetic and there was no history of use of any antifungal agent. Nail clippings and scrapings were collected from the affected nails and were subjected to wet mount examination using 40% potassium hydroxide (KOH) and fluorescent microscopy using calcofluor white staining [ Figure 1a] . The nail clippings were also cultured on two slopes of Sabouraud's dextrose agar (SDA) with and without cycloheximide, which were incubated at 27°C. Both the KOH mount and fluorescent microscopy revealed wide, ribbon-like aseptate fungal hyphae. Culture growth on SDA without cycloheximide revealed abundant, erected mycelium within 72 h. The surface colour of the cottony to wooly growth was at first greyish white and then turned dark grey and the centre became black. The reverse of colony showed no change in the colour of SDA. There was no growth on SDA supplemented with cycloheximide. Lactophenol cotton blue stain showed wide, ribbon-like aseptate, branched fungal hyphae and sporangiophores, which terminated in swollen vesicles with radial merosporangiae filled with spores [ Figure 1b] . Based on the above morphological features, the isolate was identified as S. racemosum. It was differentiated from Aspergillus flavus on the basis of the structure of the hyphae and the colony morphology. When the patient visited again after 1-week, more nail clippings were collected and examined again in wet mount (KOH mount), fluorescent microscopy and were cultured, growth This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms.
